Effective diabetes care requires coordination among various providers, significant lifestyle modifications, and adherence to multiple concurrent medications. 4 As a greater number of medically and socially complex patients with diabetes are seen in primary care, providers struggle with how to address numerous treatment guidelines, referral and screening requirements, and patient education needs in shorter amounts of time. 5 Achieving evidence-based standards of care for patients with diabetes remains an unsolved challenge, with nearly onehalf of adults with type 2 diabetes not meeting all evidencebased recommendations for diabetes care. 6 Furthermore, an increasing comorbidity burden and the aging of the primary care population are placing a significant strain on our primary health care system. Indeed, one in four adults in the U.S. has multiple concurrent chronic conditions, and the treatment of these individuals accounts for over 80 % of Medicare expenditures. 7 Thus, new models of primary care are needed. In this issue of JGIM, Palmas et al. review the current evidence supporting the role of community health workers (CHWs) in addressing gaps in diabetes care. 8 CHWs are generally lay personnel with varying levels of medical training who have expertise in local community resources and often share cultural and socioeconomic characteristics with their assigned patients. Programs involving CHWs, or Promotoras and Promotores de Salud in Spanish, have been implemented in a variety of care settings and have focused on a variety of different health conditions. Palmas et al. performed a systematic review of nine U.S. randomized controlled trials (13 trials in the narrative review) that implemented CHW interventions among ethnic and racial minorities (primarily Latinos and African Americans) and individuals from low socioeconomic status with type 2 diabetes. Despite widely varying study designs, a small overall number of participants, and differing levels of CHW training among the trials, a significant, if modest, improvement in glycemic control was found with CHW intervention (with a standardized mean difference in A1c of 0.21, 95 % CI 0.11, 0.32). As the authors note, this effect size is similar in magnitude to benefits associated with psychosocial interventions and with implementation of the Chronic Care Model to diabetes care. 9, 10 CHW programs may improve diabetes control among medically underserved individuals through a number of different mechanisms: CHWs may help to advocate for patients, reduce cultural barriers to care, improve communication within different facets of the health care system, and/or navigate patients through complicated care systems. Some CHWs may also provide needed health education and convey a personal investment in the patient. Given these myriad roles, current clinically oriented outcomes such as hemoglobin A1c may not be adequately measuring many of the beneficial aspects of CHWs. Future studies should also examine the impact of CHWs on domains such as patient engagement, self-management, and satisfaction with care.
The review by Palmas et al. provides support for the implementation of CHWs as a way to engage certain medically underserved populations. However, important questions regarding the expansion of CHWs remain. For one, approaches to CHW program implementation are not standardized. In particular, the optimal training (both in content and duration) for new CHWs is not well defined. In addition, these programs are often not well integrated into existing care systems. In most of the studies cited by Palmas et al, for example, CHW programs were run by independent non-profit organizations rather than by the medical practices themselves. CHW programs also vary in the amount of interaction, if any, between
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CHWs and members of the clinical team (including nurses, social workers, and primary care providers). There are few mechanisms currently in place for providers to bill for time spent supporting CHWs in the care of patients. Policy changes at the system level are needed to more effectively integrate these personnel into the care team. One challenge to the successful implementation of CHW programs, for example, will be to understand how CHW programs fit into new payment structures mandated by the ACA.
The systematic review only included studies with a 12-month follow-up period. The minimum time frame for CHW intervention programs remains ill-defined, and it is unknown whether the benefits from such interventions are sustained. Part of the difficulty in implementing and evaluating CHW programs is the need to balance standardized intervention components with the flexibility necessary for CHWs to respond to the varying needs of individual patients.
Since most CHW programs have been implemented in clinics serving racial and ethnic minorities (primarily Latinos and African Americans, with only one study each including Samoans and whites) and/or those with low socioeconomic status, we also do not yet know whether this model can be applied to other patient populations such as older patients or patients with lower literacy and numeracy skills from all race/ ethnic groups.
Future research must also evaluate CHWs in the context of other programs designed to individualize care and reach vulnerable and medically underserved populations. These include peer health coaches, diabetes educators co-located in primary care clinics, and team-based approaches that rely on shared responsibility among pharmacists, medical assistants, nurses, and physicians for achieving evidence-based diabetes care. Given the frequent co-diagnosis of mental health conditions with diabetes, and worse outcomes among these patients, other programs have also incorporated behavioral interventions to address mental health and self-management skills in order to increase patient engagement and motivation. Optimal application and wider dissemination of CHW programs will require successful integration and collaboration with existing programs and care team models created to support patients with diabetes.
The delivery of medical care must improve on many fronts to reduce existing barriers to patients receiving optimal management. As diabetes continues to expand in vulnerable populations, care systems will need to integrate evidence-based diabetes treatment guidelines with tools to address cultural, economic, and socioeconomic barriers to effective selfmanagement and care engagement. CHWs may represent a key tool for reducing disparities in diabetes care by reaching populations from different cultural backgrounds that may require a more human touch or personalized approach. However, it is worth emphasizing that CHWs provide value to a large extent because of the limitations of our current care system. CHWs can be seen as a critical first step to improving the experience of vulnerable populations, but real progress will be made only when barriers faced by all patients interfacing with our current health system are more effectively addressed.
